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Message from the Chair
by Judith personett, ed.d., cnaa, rn

education expands our horizons into new areas of knowledge 

and expertise. The initial proof of competence to practice is the National Council Licensure 

Examination (NCLEX®) which allows entry into practice. I recently spoke with the senior 

class of Intercollegiate College of Nursing (ICN) in Spokane, most of who are striving through 

study and practice to pass the NCLEX®. At this point in time, they see the examination as the 

endpoint goal. While the initial proof of competence to practice is the NCLEX® which allows 

entry into practice, passage of the examination is only the beginning.

 

Continued learning engenders continued competence. Yesterday’s practice is insufficient for 

today’s challenges. For example, some of us practiced isolation techniques based on the type 

of infection. Color coded cards and signs directed staff and visitors to wear gowns and gloves, 

perhaps to add caps, all of which were stacked on carts outside the door of the infected patient. 

Universal precautions replaced that system. Nevertheless, containing infections continues to 

be a challenge.

As we move forward in our practice, nurse educators, nurse clinicians and nurse researchers 

partner to move standards of practice ever higher to ensure safe patient care based on excel-

lence in practice. Because nurses work in complex health care systems, the challenge to involve 

all the players in the system must be confronted. The international nurse community has issued 

the following statement which reflects the global concern for education and continued com-

petency of nurses:  “Nurses must maintain their competence, and employers and governments 

need to facilitate this by providing access to suitable education.” ICN-www.icn.ch. 

 

We dedicate this issue to nurse regulation and education in a variety of forms. I hope you enjoy 

it. Your feedback is welcome.

Judith D. Personett, Chair

Nursing Care Quality Assurance Commission
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h e a l t h  i s s u e
by mary selecky, secretary of the department of health

There are few things more personal than making decisions about our 

preferences at the end of our lives, and those decisions can be difficult to 

discuss even with those closest to us. While some people may have ideas 

about organ donation or instructions on whether to resuscitate, few actu-

ally write them down or share them with others.

As a health care provider, you may see patients who haven’t told 

anyone and can no longer communicate their wishes. Without written 

instructions, you may have to help the patient’s family sort through these 

very hard choices. To help with this difficult process, the Washington 

State Department of Health has created a secure, online living will regis-

try to make it simple for people to put their final wishes in writing.

We hope the registry will make your job easier by providing quick 

access to your patient’s living will so you can confidently follow their 

treatment wishes. The registry also stores emergency contact information 

to help you quickly contact the family or next-of-kin.

People of all ages should have a living will. Please talk with your 

patients about the importance of recording their end-of-life preferences. 

You can help Washington residents learn more about the registry by visit-

ing www.doh.wa.gov/livingwill. The Web site explains why and how to 

register and offers downloadable living will forms. You can help your pa-

tients take the simple steps needed to protect their final treatment wishes:  

complete the living will documents and registration agreement form, and 

mail them to the state Department of Health.

At the minimum, we recommend everyone complete a “health care 

directive” and a “durable power of attorney for health care.” You can 

help your patients prepare these documents, or they can download the 

forms from the registry’s Web site. The forms include:

•	 Health Care Directive—a legal document (sometimes called a Living 

Will or Advance Directive) that expresses a patient’s wishes for end-

of-life medical treatment.

•	 Durable Power of Attorney for Health Care—a legal document giving 

someone other than the patient permission to make medical decisions 

for them.

•	 Physician Orders for Life Sustaining Treatment—a specific plan cre-

ated by a patient with a serious health condition and their doctor that 

states the patient’s treatment wishes. It can be translated into medical 

orders.

•	 Mental Health Advance Directive—a legal document that allows a 

patient to express their preference for treatment should they become 

unable to communicate effectively due to mental illness.

It’s easy to register the documents — and it’s free! Registered users 

will receive a confirmation letter in the mail; a unique registration ID 

number; and a wallet card and stickers to place on their driver’s license, 

insurance card, or identification card. Once they’re signed up, people 

can access or make changes to their living will at any time. They’ll also 

automatically receive a letter annually asking them to update their infor-

mation.

Health care providers working in hospitals, nursing homes, assisted 

living facilities, or in hospice and home health agencies can have access 

to the registry. All it takes is completing a simple application form and 

faxing it to us for approval.

I encourage you to apply today for a registry access code. Once your 

application is approved, you can access the registry 24 hours a day by 

entering your patient’s name and birth date or registration identifica-

tion number. Information about how you or your facility can apply for 

registry access is available online www.doh.wa.gov/livingwill/provider-

registration.htm.

 End-of-life decisions can be very difficult and emotional for the pa-

tient, loved ones, and health care providers. I hope you will inform your 

patients about this new tool and consider using it for yourself as well.

For more information or to request brochures to share with patients 

and others, contact Carol.Wozniak@doh.wa.gov or call 360-236-4369. 

Please remember to check the registry whenever you have a patient need-

ing end-of-life care.

helping patients With
end-Of-life decisiOns

end-of-life decisions can be very difficult
and emotional for the patient, loved

ones, and health care providers.
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Message from the Executive Director
by paula r. meyer,  msn, rn, department of health

the 2008 legislative session  
was a busy one for nursing advocates.  Several bills 

changed the scope of practice for ARNPs, RNs and nurs-

ing assistants.

Two bills changed ARNP practice: 

House Bill 6267 removes the 72-hour limit on dispensing 

Schedule II-IV drugs. This change is effective June 12, 

2008.  This change will be reflected in the ARNP 

Rules that are open.  ARNP prescriptive authority has 

evolved over the last ten years, and passage of this 

legislation gives ARNPs with prescriptive authority 

complete independence in their practice.  In order to 

maintain current knowledge in medications, ARNPs 

need to attend 15 hours of continuing education 

in pharmacotherapeutics every two years.  ARNP’s 

prescriptive authority is tied to their specialty.  For 

example, pediatric nurse practitioners prescribe medi-

cations to pediatric patients in appropriate doses 

according to diagnoses and contraindications.

House Bill 6739 recognized the role of ARNPs in psychiat-

ric treatment.  Existing law related to mental health 

(Chapter 71.05 RCW) stated that physicians could 

commit patients to psychiatric care, prescribe medi-

cations when psychiatric patients refused psychiat-

a sample of all 
licensees who have had 
prior checks done will 

be chosen each year 
for a federal criminal 

background check.   
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Message from the Executive Director
by paula r. meyer,  msn, rn, department of health

ric medications, and participate in legal proceedings for 

involuntary commitment to psychiatric facilities.  This bill 

adds the words ‘Psychiatric Advanced Registered Nurse 

Practitioner’ wherever the word physician is used in the 

law.  By adding those words, psychiatric ARNPs can now 

fully use their scope of practice.

Additional legislation:

House Bill 3123 changes state law regarding evidence-based nurse 

staffing in hospitals.  The legislation requires hospitals to 

form nurse staffing committees, write annual nurse staffing 

plans and post the plans.  If the chief executive officer of the 

hospital does not accept the plan, the officer must provide 

a written explanation.  The bill was the result of an agree-

ment between the Washington State Nurses Association, 

Washington State Hospital Association, nursing executives 

and nursing unions.

House Bill 2668 allows RNs to delegate to nursing assistants, both 

registered and certified, insulin injections to patients in community-

based care settings.  The nursing assistant must complete 

training specific to insulin injections.  The RN must train 

and assess the nursing assistant’s ability to safely com-

plete the tasks associated with insulin injections and must 

supervise the assistant at least weekly for a month.  In 

community-based care settings, RNs may delegate certain 

nursing tasks to nursing assistants.  Community-based care 

settings include adult family homes, homes for develop-

mentally disabled residents, boarding homes and private 

homes.  Eligible patients must have stable and predictable 

disease processes, and the patient must be willing to accept 

that a nursing assistant completes the task.  Once the RN 

assesses the patient and assesses the nursing assistant’s 

abilities to complete the task in a safe and accurate manner, 

the nursing assistant must be willing to accept completing 

the task.

House Bill 1103 changes licensure requirements in our state.  

Federal finger-print based background checks may be 

conducted in situations where an in-state check is not 

adequate.  This may include instances where an applicant 

recently lived out of state or where an in-state check pro-

duced results.  In addition, a sample of all licensees who 

have had prior checks done will be chosen each year for a 

federal criminal background check.  Licensees must be con-

tacted and informed of the results of the background check.  

House Bill 1103 gives the Nursing Care Quality Assurance 

Commission (NCQAC) and the Secretary of Health new 

abilities: 

•	 Application denial: Currently, when someone applies 

for an RN or LPN license, they must provide documents 

that show they are qualified and are not a danger to 

patients.  These documents include a Washington State 

Patrol background check, a check of a national data 

base for actions from other states, answers to personal 

data questions, a list of successfully completed educa-

tional requirements, and proof of passing an examina-

tion.  In the past, when an applicant did not submit all 

of the required documents or they were questionable, 

the Department of Health and the NCQAC entered a 

legal process and formally charged the applicant.  The 

charges included the outcomes of all the requirements.  

Under the new legislation, the Secretary of Health and 

the NCQAC will have the ability to deny the applica-

tion up front.  The applicant will still have the ability to 

appeal the denial.

•	 Fines for not submitting documents during an investiga-

tion:  When there is an investigation of a complaint, it 

is up to the NCQAC to gather evidence to support the 

complaint.  In the investigation, there are timelines that 

must be met in order to have valid evidence for a future 

hearing.  Unreasonable delays in getting the documents 

that serve as evidence are unfair to all parties.  Under the 

new law, documents or records must be produced within 

21 days.  The NCQAC can now issue a citation and fine 

the licensee for failing to respond to these requests.

•	 Permanent revocation of a nursing license:  There are 

some cases where the NCQAC believes that the nurse 

is not able to ever practice nursing safely again.  House 

Bill 1103 gives the NCQAC the ability to permanently 

revoke a license.  The NCQAC will be able to use this 

power only in cases involving nurses who are not safe 

with patients and do not have the ability to be rehabili-

tated.  The new law lists crimes that will automatically 

result in loss of a nursing license.  These include murder 

and rape.

If you have questions about these bills, please go to www.

leg.wa.gov. You can access all bills that were introduced 

this session.  If you have questions on specific bills, you can 

contact our office at doh hsqa nursing@doh.wa.gov or (360) 

236-4700.
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Continuing Competency UPDATE
the public expects nurses to provide ef-

fective and efficient care throughout their careers. That is why the 

Nursing Commission has made continuing competency an on-going 

priority.

The Continuing Competency Subcommittee, with the help of five 

advisory groups, is reviewing the literature and looking at other suc-

cessful models. These can be found in other states, Canada, and the 

United Kingdom. This will help us craft the best possible system for 

Washington.

The commission proposed a nursing practice assessment model for 

current knowledge and skill. The model includes a tool to develop 

individual practice plans that cover implementation, documentation, 

and evaluation.

Ensuring professional nursing competency is not a new concept. In 

its 1992 report, the Citizen Advocacy Center asked, “Can the public 

be confident that health care professionals who demonstrated mini-

mum level of competency when they earned their license continue to 

be competent years and decades after they have been in practice?”

To help find an answer, the National Council of State Boards of 

Nursing (NCSBN) issued a position paper in 1996. The paper defined 

“continuing competence” as “ongoing ability of a nurse to integrate 

knowledge, skills, judgment, and personal attributes to practice safely 

and ethically in a designated role and setting in accordance with the 

scope of nursing practice.” The Council also supported research and 

state activities on continuing competency strategies.

The 1999 Institute of Medicine report “To Err is Human” brought 

medical errors to the public’s attention. It raised concerns about sub-

standard professional competency and the consequence for patient 

safety.

Our state’s continuing competency journey started in 1994. The 

legislature directed the Nursing Commission to establish, monitor, 

and enforce continuing competency for its licensees (RCW 18.79.010). 

The work began in earnest in 2002. Victoria Fletcher, then chair of the 

Commission’s Education Subcommittee, appointed a taskforce to so-

licit input from nurses, nursing organizations and other stakeholders 

on the project’s scope and direction. Workshops were convened in 

2005 and 2006. 

Building on the taskforce’s work, the Continuing Competency 

Subcommittee was formed in January 2006 to create a system that is 

“user friendly” to nurses. Patient-care demands often leave little time 

to fill out forms. 

The Subcommittee identified these tasks: 

▫ Inform licensees of the importance of continuing competency. 

▫ Gather input through state-wide workshops and other effective 

methods.

▫ Design the necessary instruments and methods of dissemination, 

collection and analysis.

▫ Establish sanctions for non-compliance.

▫ Promulgate necessary rules.

▫ Collect and analyze data regarding effectiveness.

▫ Provide technical assistance to assist nurses in complying.

▫ Monitor compliance.

You can become a part of this historical journey and help us im-

prove and maintain your excellent nursing practice. 

The best way to keep informed about this project is to sign up 

on our ListServ at http://listserv.wa.gov/cgi-bin/wa?A0=NURSING-

QAC. You will receive dates, times, and locations for the activities. 

You can add or delete your name anytime.

We will also regularly report on continuing competency activities 

in our newsletter. 

Meeting minutes and agendas for all meetings are available at 

www.doh.wa.gov/nursing; click on “Minutes and Agendas” in the 

site directory.

The Nursing Commission and subcommittee meetings are open to 

the public. The Continuing Competency Subcommittee looks forward 

to meeting and working with you.

bJ noll, msn, rn
former nursing practice advisor

department of health

The commission proposed
a nursing practice 

assessment model for 
current knowledge and skill.
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nursing
cOmmissiOn Sanctioning StandardS

by paula r. meyer, msn, rn, department of health

One of the most important principles 

the NCQAC applies when considering disciplinary action is fair and 

equitable treatment.  Several years ago, the NCQAC began to look at 

the actions it had taken on nurses’ licenses and recognized that not 

all of the actions were the same for similar cases with similar facts.  

The NCQAC felt this needed improvement and developed Sanction-

ing Guidelines.

From gUiDElinEs To sTAnDArDs

The guidelines helped NCQAC members decide how to 

write orders when the nurse practice act is violated, for ex-

ample, when a nurse makes repeated medication errors in a 

short-time period, incorrectly assesses patients or is guilty of 

drug diversion.  The guidelines helped the NCQAC be sure 

that orders were consistent for all violations.  Orders include 

what the nurse must do and how long the nurse has to com-

plete the orders.  Orders may include a fine.  

After using the guidelines for several years, the NCQAC 

members were confident that the guidelines were fair, consis-

tent and understood by the nurses.  The NCQAC adopted the 

guidelines as standards and required all actions on a license to 

meet those standards.  If the NCQAC chooses not to follow 

the standards in a given case, it must document the mitigat-

ing or aggravating circumstances that led it to make that deci-

sion.

miTigATing AnD AggrAvATing circUmsTAncEs

Facts that justify deviations from the sanctioning guide-

lines are mitigating or aggravating circumstances.  Mitigating 

circumstances are actions a nurse has taken to improve their 

performance.  They could include course work completed af-

ter the error occurred, the employer required a preceptor, or the nurse 

voluntarily entered a drug treatment program.  In these instances, the 

NCQAC has the ability to decrease the terms of the order, reduce a 

probationary period or reduce a fine.  Aggravating circumstances are 

factors that raise additional concern.  For example, the nurse made 

a serious medication error and fraudulently documented actions to 

cover up the error.  The NCQAC can make the order more severe by 

increasing probation time, requiring a preceptor and a documentation 

course, requiring a medication course, or requiring direct supervision 

for a longer time.

sEcrETAry oF HEAlTH’s gUiDElinEs

The Secretary of Health adopted Sanctioning Guidelines for all 

health professions in our state.  These guidelines apply to all health 

professions for the same purposes the NCQAC first adopted their 

sanctioning guidelines:  fair, equitable treatment of all health pro-

fessionals.  You can access both the Secretary’s Guidelines and the 

NCQAC Sanctioning Standards on the NCQAC Web page at https://

fortress.wa.gov/doh/hpqa1/hps6/Nursing/default.htm.  On the menu 

on the left hand side of the page, you will see the link for Sanctions 

Guidelines and Nursing Sanctions Guidelines.  If you have any ques-

tions on the sanctioning guidelines or standards, please contact us at 

360-236-4700 or at doh hsqa nursing@doh.wa.gov.
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When was the last time you read the laws 

and rules that regulate your nursing practice?  When you received your 

license to practice as a nurse in Washington, did you understand the 

responsibilities that come with it?  This article will explain the Nursing 

Practice Act and describe scope of practice and competency.

The laws enacted by the Washington State legislature are collected 

in the Revised Code of Washington (RCW).  The rules that agencies 

develop to implement the RCW are found in the Washington Admin-

istrative Code (WAC).  The Nursing Commission writes the rules used 

to implement the nursing statutes (the RCWs).  Rules carry the force 

of law.  

The nursing state laws (RCWs) and rules (WACs) form the Nursing 

Practice Act.  Some of you may have received a copy of the Nursing 

Practice Act in nursing school or maybe from your first employer.  Did 

you really understand what the Nursing Practice Act meant to you and 

your nursing practice?  Then on your first day of work, as a new nurse, 

did any of you say, “Wow—I didn’t learn that in nursing school.”

As the Nursing Practice Advisor, part of my job is to provide techni-

cal support for the more than 90,000 licensees under the jurisdiction of 

the Nursing Care Quality Assurance Commission (Nursing Commis-

sion).  The questions I receive the most involve scope of practice.  Some 

want to know why the Nursing Practice Act does not describe what a 

nurse can do.  My answer is that it would be impractical, and limiting 

for nursing practice, to have the Nursing Practice Act contain all the 

specific skills, tasks, and procedures that every nurse in every nursing 

setting must possess.  

It would also be impractical for the Nursing Practice Act to de-

scribe all the duties that nurses are permitted to perform.  Doing so 

would restrict the evolution of nursing practice.  Nursing practice and 

technology are rapidly changing.  Nursing knowledge is expanding, 

and nurses practice in many and varied settings.  Nurses should not be 

restricted from acquiring and using new skills that are not yet identified 

as nursing practice.

Employers also define nursing practice in their policies and proce-

dures.  An employer may define nursing practice within their organiza-

tion, and this is not prohibited by the Nursing Practice Act provided 

that the practice does not exceed what is established in nursing law or 

rule.  Employers may choose to limit a certain skill to RNs, or not to 

practice a certain skill at all.  To practice legally and safely, nurses must 

know the nursing laws and rules and follow employer 

policies and procedures. 

How do you determine if a skill, task, or 

procedure is within the legal scope of practice 

for nurses?  First, you must determine if the 

act is expressly permitted or prohibited by the 

Nursing Practice Act for the license you hold.  

The laws and rules for nursing practice are 

on-line and available on the Nursing Commis-

sion Web site at:  https://fortress.wa.gov/doh/

hpqa1/hps6/Nursing/default.htm.  Click on 

“Laws” in the site directory.  

•	 RNs:  See RCW 18.79.040 and 

RCW 18.79.260, and WAC 

246-840-700.

•	 LPNs:  See RCW 

18.79.060 

and RCW 

18.79.270, 

and WAC 

246-840-700.

•	 ARNPs:  See RCW 

18.79.050 and 

RCW 18.79.250.  

You will also see 

many other RCWs and 

WACs in the “Laws” link.  

You may find other RCWs and 

WACs beneficial to review for your 

Know YourscOpe Of practice
by bJ noll, msn, rn, former nursing practice advisor, department of health
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current or future nursing practice.  Look in the site directory for links 

to practice information, previous newsletters, and Nursing Commis-

sion meetings and minutes. 

If the laws and rules do not answer your question, check national 

nursing organizational standards or nursing literature and research.  If 

you find a standard for the nursing act, then you must personally pos-

sess the depth and breadth of knowledge to perform the act safely and 

effectively.  Formal education and training programs may be needed 

and required.  

You must also personally possess current clinical skills.  Next, you 

must determine if performance of the act is within an accepted stan-

dard of care for nursing.  Perform the act with a valid order when nec-

essary and in accordance with agency policies and procedures.  

Ultimately, you must be prepared to accept the consequences of 

your actions.  The thought process described in the two preceding 

paragraphs is the Scope of Practice Decision Tree.  The Decision Tree 

was described in the summer 2007 newsletter 

in the “Executive Director Article” on page 

six and further described in, “Scope of 

Practice Decision Tree” on page 20.  See 

also in the winter 2007 newsletter, “Steps 

to Consider with Practice Questions” on 

page 13. (https://fortress.wa.gov/doh/

hpqa1/hps6/Nursing/newsletter.htm)

Are you now thinking, “Why can’t the 

Nursing Commission or Department of Health 

staff just tell me the answer?”  The purpose of 

the Nursing Commission is to “regulate the 

competency and quality of professional 

health care providers under its juris-

diction by establishing, 

monitoring, and 

enforcing quali-

fications for 

licensing, 

consistent 

standards of 

practice, continuing 

competency mecha-

nisms, and discipline.  

Rules, policies, and procedures developed by the commission must 

promote the delivery of quality health care to the residents of the state 

of Washington” (RCW 18.79.010). 

Commission members and staff are not allowed to answer specific 

clinical scope of practice questions either on the telephone, via e-mail, 

or in writing.  However, Nursing Commission office staff are avail-

able to listen to your questions and provide appropriate materials or 

direction to help you decide how to best proceed with your particular 

situation. 

In some cases, the Nursing Commission may decide to determine 

or not determine nursing scope of practice.  This requires submission 

of a written request for an advisory opinion.  This is a very long pro-

cess, and it may take up to 18 months for the commission to reach a 

decision.  The Nursing Commission makes its decisions at regularly 

scheduled business meetings.

Another important requirement and component of scope of practice 

is competency.  WAC 246-840-700(4) speaks to competency and states 

that:  “(b) The registered nurse and the licensed practical nurse shall 

be responsible and accountable for his or her practice based upon and 

limited to the scope of his/her education, demonstrated competence, 

and nursing experience consistent with the scope of practice set forth in 

this document; and (c) The registered nurse and the licensed practical 

nurse shall obtain instruction, supervision, and consultation as neces-

sary before implementing new or unfamiliar techniques or procedures 

which are in his/her scope of practice.” 

You can find articles on continuing competency in the winter 2007 

newsletter “Continuing Competency” on page 24; the winter 2008 

newsletter has three articles on competency:  “Message from the Chair” 

on page four, “Message from the Executive Director” on page eight, 

and “Continuing Competency Update” on page 18.  There is another 

continuing competency update in this edition of the newsletter.

Nurses are the largest number of health care professionals and are 

at the forefront of patient care.  Understanding scope of practice and 

competency are essential to helping you protect the health and safety 

of the people of Washington State.  

“Each individual, upon entering the practice of nursing, assumes a 

measure of responsibility and public trust and the corresponding ob-

ligation to adhere to the professional and ethical standards of nurs-

ing practice.  The nurse shall be responsible and accountable for the 

quality of nursing care given to clients.  This responsibility cannot be 

avoided by accepting the orders or directions of another person” (WAC 

246-840-700).

Please continue to read future Nursing Commission newsletters and 

nursing practice articles.  This will further your knowledge and under-

standing of your scope of practice.

scOpe Of practice
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Organization: Nursing Care Quality Assurance Commission
Phone: (360) 236-4700
Fax: (360) 236-4738

E-mail: doh hsqa nursing@doh.wa.gov

website: www.fortress.wa.gov//doh/hpqal/hps6/Nursing/

default.htm

Washington State Nurses Association
Phone: (206) 575-7979
Fax: (206) 575-1908

E-mail: membership@wsna.org

website: www.wsna.org

Structure: Legally constituted State of Washington regulatory 
agency within the Department of Health

Professional association for all Registered Nurses; a constit-
uent member of the American Nurses Association (ANA)

What’s the difference between the nursing care Quality assurance commission (ncQac) and the Wash-

ington state nurses association (Wsna)?

ncQac and Wsna are two Washington state organizations that play a critical role in the career of 

every nurse.  these organizations frequently share common agendas and agree on similar policy issues.  

however, the role and function of each organization is very different.  frequently there is a great deal 

of confusion about the differences between the two organizations.  nurses contact one organization 

when they really need to make contact with the other.  the following is intended to help you understand 

differences between the two organizations.

members:
Judith d. personett, ed.d., rn, chair

susan Wong, mba, mpa, rn, Vice chair

linda batch, lpn

erica benson-hallock, public member

richard cooley, lpn

Williams J. hagens, public member

rev. ezra d. Kinlow, public member

darrell Owens, ph.d., arnp

Jacqueline rowe, rn

robert salas, rn

diane m. sanders, mn, rn

rhonda taylor, msn, rn

mariann Williams, mph, msn, arnp

susan l. Woods, ph.d., rn

laura yockey, lpn

Board of Directors:
Kim armstrong, bsn, rn (pres)

stasia Warren, mn, rn

ed dolle, rn

pam pasquale, mn, rn

tim davis, bsn, rn

Judith turner, rn

Jean pfeifer, bsn, rn

Verlee sutherlin, m.ed., rn

Jeanne avey, rn

susan e. Jacobsen, rn

sharon l. bradley, msn, rn

nUrsing commission
or NursiNg AssociAtioN?
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Mission Statement: Section 18.79.010 of the Revised Code of Washington 
describes the purpose of NCQAC as: to regulate the 
competency and quality of professional health care pro-
vides under its jurisdiction by establishing, monitoring, 
and enforcing qualifications for licensing, consistent 
standards of practice, continuing competency mecha-
nisms, and discipline. Rules, policies, and procedures 
developed by the commission must promote the deliv-
ery of quality health care to the residents of the state of 
Washington

WSNA mission statement: The Washington State Nurses As-
sociation provides leadership for Registered Nurses and the 
nursing profession and promotes quality health care for con-
sumers through education, advocacy, and influencing health 
care policy in the state of Washington. 
WSNA vision statement: The Washington State Nurses Asso-
ciation is the collective and leading voice, authority, and ad-
vocate for the nursing profession in the state of Washington. 
(Approved 3/7/07)

Leadership: Members of the commission are appointed by the Gov-
ernor for up to four year terms. Membership consists 
of fifteen members including: seven RNs, two ARNPs, 
three LPNs, and three public members. 

Members of the board are elected by current members of 
WSNA through a democratic voting process.

Membership: Mandatory licensure to practice as an RN, LPN, or 
ARNP (original education, examination, renewals, and 
endorsements).

Voluntary membership through application and dues; manda-
tory membership through various collective bargaining con-
tract agreements.

Role: Protects the public health, safety and welfare from un-
qualified or unsafe practitioners.

Informs nurses in WA State about issues and trends that affect 
their professional practice. Promotes the professional develop-
ment and advances the economic and general welfare of all 
nurses.

Policy: Adopts rules and regulations to implement its func-
tions; issues interpretations on practice related issues as 
relevant to statues, rules and regulations.

Adopts position statements and resolutions that advance the 
profession and the organization’s mission.

Practice Standards: Establishes minimum standards for nursing education 
and practice. 

Promotes ANA standards of nursing practice; works to ensure 
adherence to ANA’s Code of Ethics for Nurses.

Education: Develops reasonable and uniform standards for nursing 
practice and education.  Approves and renews approval 
for nursing education programs that meet the Washing-
ton Administrative Code requirements.

Develops, promotes, and approves continuing nursing edu-
cation as authorized by the American Nurses Credentialing      
Center.

Workforce Advocacy: Investigates complaints regarding nurses; issues disci-
pline and monitors disciplinary actions. (Discipline may 
include stipulations, revocations, suspensions, denial of 
license or limitations on scope of nursing or nursing re-
lated practice activities.)

Promotes occupational safety for nurses. Provides workforce 
advocacy program for nurses, including addressing workplace 
issues, e.g., staffing, safe lifting, hazardous exposure, work-
place violence.

Government Affairs: Administers Nurse Practice Act and adopts rules and 
regulations for its implementation.

Acts and speaks for nursing profession related to legislation, 
governmental programs, and health policy. Reviews all bills 
introduced in the Washington State Legislature for impact on 
nurses, nursing and the health care of the public.

Revenue: Establishes and collects licensure fees pursuant to leg-
islative rules.

Membership dues established by members; percentage may go 
to ANA.

Adapted from:  “Board or Association?” (September, October, November, 2007) Nebraska Nurse. 20-21.

NursiNg AssociAtioN?

nursing commission or nursing association? (continued)
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In little more than a decade, Washington’s 

overdose deaths from opiate-related prescrip-

tion drugs increased 17-fold, going from 24 

deaths in 1995 to 475 in 2006.4 This dramat-

ic jump is evident nationwide. Poisoning is 

now the nation’s second leading cause of in-

jury death. Only motor vehicle accidents kill 

more.5 The vast majority of poisoning deaths 

are from unintentional opioid overdoses. 

There are several tools available to help 

health providers prescribe the right doses of 

these painkillers. The state Medical Quality 

Assurance Commission has published Guide-

lines for Pain Management.6 Another tool for 

safer and more effective opioid-related care is 

the Interagency Guideline on Opioid Dosing 

for Chronic Non-cancer Pain.

Medical directors from six Washington 

State agencies7 published the opioid inter-

agency guideline last year. It does not apply 

to the treatment of acute pain, cancer pain or 

hospice care. 

Agency staff worked with practicing pain 

management specialists to translate their ex-

pertise into clear and easy to use informa-

tion. The interagency guideline is a resource 

for primary-care treatment. It is the focus of 

a year-long educational campaign.

The guideline does not dictate dosages. It 

recommends that the daily dose of opioids 

generally should not exceed 120 milligrams 

of morphine or its equivalent. If a patient’s 

dose moves up to 120 milligrams without 

improvement in both pain and function, the 

guideline calls for a second opinion from a 

doctor experienced in pain management. If 

new OpiOid dOsing guidelines
addreSS riSe in PoisoNiNg Deaths

by gary m. franklin, m.d., and Jeffery thompson, m.d.
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DATEs

July 10, 2008,

workshop – 8:30 a.m.

July 11, 2008,

business meeting – 8:30 a.m.

  

September 12, 2008,

business meeting – 8:30 a.m.

November 13, 2008,

workshop – 8:30 a.m. 

November 14, 2008,

business meeting – 8:30 a.m. 

 

locATions

Department of Health 

310 Israel Road SE

Tumwater, WA 98501

Colville, WA 

Location to be determined

Department of Health 

310 Israel Road SE

Tumwater, WA 98501

The Nursing Commission meets in person every other month.  
All business meetings and workshops are open to the public.  
Nurses and students are strongly encouraged to attend a meet-
ing to learn about issues addressed by the commission.  We 
place an agenda for each meeting on the Web site at www.
doh.wa.gov/nursing two weeks prior to each meeting.  Topics 
range from rules, advisory opinions, and school approvals to 
sub committee reports.  Business meetings have set agendas 
and include opportunity for public comment.  Workshops 
include training opportunities for commission members.  We 
hope to see you at a future meeting.

2008 nursing commission
meeting Dates

Commission members pictured above are listed in order.  In the 
top row: Robert Salas, Linda Batch, Todd Herzog, Ezra Kinlow.  

In the middle row:  Rhonda Taylor, Susan Woods, Judith Per-
sonett, Mariann Williams, Erica Benson-Hallock.  In the front 

row:  Susan Wong, Rick Cooley, Jacqueline Rowe.

both pain and function are improved from 

baseline, dosages above 120 milligrams per 

day are viewed as appropriate. 

The guideline is available at www.agen-

cymeddirectors.wa.gov. This site also pro-

vides a calculator to help doctors set dosages 

of combinations of different opioids. The 

Web site has had visitors from as far away as 

New Zealand and Greece.

4  Washington State Death Certificate Data, 

Washington State Department of Health, 

December 2007.
5   Paulozzi, Leonard J, “The Epidemiology of 

Prescription Drug Overdoses in the Unit-

ed States,” from Congressional testimony, 

2005 update, presentation on March 12, 

2008.  
6   This is on the Web at https://fortress.

wa.gov/doh/hpqa1/hps5/Medical/pain-

mgmt.htm.
7  This group includes the medical directors 

from the Departments of Corrections, 

Health, Health Care Authority, Labor and 

Industries, Social and Health Services, 

and Veterans Affairs. Together, those six 

agencies provide health care to 1.3 million 

Washington State residents each year. 

thank you to gary m. franklin, m.d. and Jeffery thompson, m.d.
on behalf of the Washington state agency medical directors group.
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New
LiceNsuRe

Fees

Everything done by the Nursing Care Qual-

ity Assurance Commission (NCQAC) is paid 

for by nursing license fees.  There is an applica-

tion fee, a renewal fee and a reactivation fee.  

The fees cover costs for everything from copy-

ing materials to staff salaries.  At times, special 

fees are added to the licensing fees for specific 

reasons.  A good example of this is the recent 

addition of a fee to provide a new on-line ser-

vice for nurses.

In 2007, the legislature approved a fee for 

the University of Washington to make an on-

line library available to certain health profes-

sions, including nurses.  This fee will be added 

to the nursing fees this year.  Once the on-line 

library, named the HEAL-WA portal, is devel-

oped, every nurse in the state will have access 

to the on-line library. 

I remember when I was in my undergradu-

ate program and had to go to the library to 

access articles.  Way back then, we had to ask 

reference librarians to complete our searches.  

It took at least a week to get the results, and 

then we ordered the articles.  By the time I was 

in graduate school, I had access to some of the 

world’s finest libraries, and I was able to do 

some of the searches by myself, get the articles 

by myself, and use most of them within the 

week.  

With the HEAL-WA portal, all nurses in 

our state will be able to use the system without 

visiting the Seattle campus.  This is a great way 

to read the most recent articles on diabetes, 

congestive heart failure, and other patient care 

topics.  Research databases and text books will 

also be available through the portal.  The fee 

will go into effect in August 2008, and will be 

an additional $20 per year.  The HEAL-WA 

portal will be operational in January 2009.

Will prOVide
nurses With

On-line access

by paula r. meyer, msn, rn,
department of health
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T
he Washington Center for Nursing (WCN) is the statewide nurs-

ing workforce center of the Washington Nursing Leadership 

Council. It was started in 2004. Our mission is to contribute 

to the health of Washington State by ensuring that there is a sufficient 

supply of nurses to care for our citizens now and in the future. 

Our work focuses on:

•	 Improving	nursing’s	image.

•	 Building	the	database	on	our	workforce.

•	 Transforming	nursing	education.

•	 Solving	retention	challenges	in	all	settings	where	nurses	work.

•	 Collaborating	with	others	in	the	workforce	world.	

WCN is private, non-profit, and governed by a board of nurses 

from many care and education settings across the state. We’ve been 

busy! Here are the highlights.

minoriTy nEw rn grADUATE sTUDy 

Principal Investigator Kathy Hare, RN, MN, worked over 18 

months to complete this survey of all Washington acute care hospitals. 

The survey helped us learn about the unique strategies in place to help 

minority new RN graduates transition into their first professional role. 

We also documented the numbers of new RN graduate “residencies,” 

“internships” or “special orientations” in our state. The survey was 

funded by a Department of Health grant and the Group Health Com-

munity Foundation.

We learned that those acute hospitals with special transition pro-

grams have a 90 percent retention rate of their new RN graduates after 

one year of employment. Programs vary in length and format. There 

is opportunity for employers to deepen their understanding of all new 

RN graduates’ needs, especially those from minority and under-repre-

sented groups.

Retention of new RN graduates is critical. It helps organizations 

provide the care promised to patients. Retention strengthens our 

profession overall and builds the confidence and competence of new 

graduates. The entire study is downloadable from our Web site, www.

WACenterforNursing.org, under “FAQ.”

mAsTEr PlAn For nUrsing EDUcATion 

For more than two years, research, discussions, and development 

have been underway on a Master Plan for Nursing Education. The plan 

addresses major issues such as professional competence, an adequate 

supply of nurses, access and distribution of educational programs, and 

diversity of our nursing and nursing educator population.  

More effective collaboration, partnering, planning, communication, 

and leadership are themes in the work. This transformation will re-

quire significant time and funding, and many changes at every point 

in our systems. 

As this edition goes to print, we are working on several additional 

pieces. These include a master plan and recommendations, a timetable 

and projected costs and continued review of feedback. Send your sug-

gestions to Linda Tieman, Executive Director, at tiemal@spu.edu or 

call 206-281-2634.

Other initiatiVes

•	 We	are	planning	a	summit	to	explore	the	issues	specific	to	the	LPN	

providers whose numbers have remained static for the past five 

years.

•	 “Minority	Recruitment	and	Retention”	best	practices	study.

•	 Study	of	models	of	care	that	enhance	nurse	and	patient	safety	and	

satisfaction, and achieve quality goals measures.

•	 We	 are	 planning	 for	 the	 2009	 “Johnson	&	 Johnson	 Promise	 of	

Nursing for Washington” gala to raise money for student scholar-

ships, faculty fellowships, and nursing school capacity expansion 

grants.

by linda tieman, rn, mn, executive director, Washington center for nursing

washington center for nursing
prOgress 
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Public or “consumer” members have be-

come a common feature of today’s boards and 

commissions. They play a prominent role in the 

field of health care regulation. In Washington, 

at least one public member is required on all 16 

of the state’s health licensing boards.  

The number of public members on the 

boards is as follows: 

onE mEmBEr: Massage therapy, 

occupational therapy, physical therapy, op-

tometry, podiatry, osteopathic medicine, and 

veterinary medicine. 

Two mEmBErs: Dentistry, pharma-

cy, denturists, and psychology.

THrEE mEmBErs:   chiropractic, 

speech and hearing, mental health counsel-

ors, and (our own) nursing.

FoUr mEmBErs:  nursing home 

administrators.

six mEmBErs: medical (allopathic) 

physicians

Nursing regulation in this state dates back 

to 1909. However, public members were not 

required on the board of registered nursing un-

til 1973 and on the board of practical nursing 

until 1983. The two boards were consolidated 

in 1994 as the current Nursing Commission. 

The Nursing Commission had two public 

members until 2005, when the total was in-

creased to three. 

Here are your Nursing Commission public 

members:

Rev. Ezra Kinlow of Spokane 

– Term expires 6/30/08. For 

the past 26 years, I have been 

the Minister of the Holy Tem-

ple Church of God in Christ 

located in Spokane, Washington. I am a retired 

Technician of the IBM Corporation. I have 

served as the President of the Spokane Ministe-

rial Alliance for the past two years. I am in my 

eighth year as a public member with the Nurs-

ing Commission. My term with the Nursing 

Commission ends in June of this year. This has 

been a tremendous education and experience. 

Thanks for the opportunity to serve.

Erica Benson-Hallock of Spo-

kane – Term expires 6/30/10. I 

serve as the President and CEO 

of the United Way of Washing-

ton on statewide issues such as 

early learning, financial stability and 2-1-1. 

Previously, I worked for the California State 

Association of Counties in the legislative unit 

focusing, again, on health and human services. 

I also staffed a gubernatorial advisory commit-

tee on children’s issues in California. Finally, 

during summers in college, I had the pleasure 

of working for the Los Angeles County Public 

Health Department.

Bill Hagens of Tacoma – Term 

expires 6/30/09. I retired in 

2004 from the Washington De-

partment of Social and Health 

Services, where I was Execu-

tive Health Policy Adviser to the Secretary of 

Social and Health Services for two years. For 

two years prior, I was a deputy insurance com-

missioner. I spent most of my career (25 years) 

as the Senior Analyst for the State House Health 

Care Committee. Until this year, I served as a 

clinical professor at the University of Washing-

ton School of Public Health and Community 

Medicine, where I taught health policy for over 

25 years.

the rise of public member-

ship on licensure boards

Health provider regulation goes back to the 

1820s. Understanding that history helps ex-

plain the emergence of the public member. In 

that decade, a big increase in voter eligibility 

and direct election of presidents drove a major 

expansion of public involvement in politics.

One change in this new political landscape 

was the demise of early forms of occupational 

regulation. This older regulation was viewed 

as inherently undemocratic because it imposed 

restrictions on how a person could earn a liv-

ing. Deregulation resulted in the emergence of 

medical diploma mills that granted credentials 

to those with little or no medical preparation.  

The proliferation of the diploma mills and 

increase in numbers of poorly prepared gradu-

ates alarmed state medical societies. They 

feared a physician surplus and, assumedly, 

were concerned for patient safety. In response, 

these societies adopted codes of conduct and 

practice standards. This resulted in expulsion 

of non-compliant members. While this “seal of 

approval” exposed incompetent physicians, it 

did little to exclude charlatans who were not 

society members from practicing. Doing so re-

quired the power of law.

To address this concern, legislatures invoked 

the state’s police power. To protect the public, 

they required a license to practice medicine. To 

regulate the profession, government granted 

the powers to the profession itself—thus creat-

ing the self-regulating board.  

But over the years, the expansion of board 

influence and unbridled autonomy raised con-

cerns among the public and policy makers. 

They feared this unchecked authority might 

protect the provider at the expense of public 

safety. To create a check, the government be-

gan appointing public members to professional 

licensing boards.  

the public member on Licensing Boards and commissions
by commissioners hagens, benson-hallock, and Kinlow
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public member qualifications  

There is no requirement to have specific 

knowledge of the health profession.  Statu-

tory qualifications actually suggest otherwise.  

For example, the Nursing Commission’s law, 

which is similar to other licensure bodies, reads 

like this:

“Public members of the commission may 

not be a member of any other health care 

licensing board or commission, have a fi-

duciary obligation to a facility rendering 

health services regulated by the commis-

sion, or have a material or financial in-

terest in the rendering of health services 

regulated by the commission.” RCW 

18.79.070 (6)

Public and nursing members are appointed 

by the Governor for four years.  They don’t 

serve at the pleasure of the Governor, such as 

political appointees and non-civil services em-

ployee.  However, they can be removed “for 

neglect of duty, misconduct, malfeasance or 

misfeasance in office, or for incompetency or 

unprofessional conduct” (RCW 18.79.080).

Public and Nursing members, along with 

their counterparts on the medicine, dentistry 

and chiropractic commissions, are compen-

sated at the highest level permitted by law for 

part-time regulatory bodies:  $250 per day of 

work, plus necessary expenses. 

public member duties

For the most part, public member duties are 

identical to those of nurse members, includ-

ing:

• Reviewing and adjudicating professional 

discipline matters, which constitute the 

commission’s primary focus.

• Attending six business meetings and three 

workshops annually.

• Representing, from time to time, the Com-

mission at public meetings and conferenc-

es.

• Serving on at least one of three policy sub-

committees addressing issues of “Licensing 

&	Discipline,”	“Continuing	Competency,”	

and	“Education	&	Standards.”

• Promulgating rules. 

Public member roles are distinct from those 

of nurse members, but are not fully expressed.  

The law is precise on qualifications, but it is 

less clear on specific duties.  The exception is 

a broad charge to represent the public in com-

mission proceedings.

If you have suggestions on how we can bet-

ter serve the public, we’d love to hear from 

you.  Contact any or all of us at:  doh hsqa 

nursing@doh.wa.gov.

becoming a commission member

If you would like to become a member of 

the Nursing Commission or one of the over 

180 state boards and commissions, Governor 

Gregoire would like to hear from you.

The best way to start is to visit the Gov-

ernor’s Boards and Commissions Web site at 

shttp://www.governor.wa.gov/boards/default.

asp.  You will find a list of all vacancies, eligi-

bility requirements, and ways you can apply.  

Good luck.  We have all found this experience 

to be incredibly rewarding.





Joan Garner recently retired from the Washington State Nurses 

Association in her position as the Director of Nursing Practice, Ed-

ucation and Government Relations. She is known as a champion 

of nurses. Joan believes that if you don’t participate in the process, 

someone else will be making the decisions. Therefore, Joan Garner 

is well known to our legislators as well as to the members of the 

Nursing Commission as a spokesperson for the nurse.

Joan began her career as a graduate of St. Joseph’s Creighton 

Memorial Hospital School of Nursing, Omaha, Neb., in 1960. The 

health care system was an altruistic one, meaning that the nurses 

and others had the best interests of the patient at heart. Health care 

costs were often based on a sliding scale that was income depen-

dent and insurance was minimal.

Advances in health care were astounding with new surger-

ies, hemodialysis, and the advent of the Intensive Care Unit. To 

meet the challenges in nursing care, Joan earned her Baccalaure-

ate of Science in Nursing in 1971 and then a Masters in Nursing 

in 1973 from the University of Oregon. She worked as a Nurse 

Clinical Specialist in Cardio-Vascular. During the next eight years, 

she taught at the University of Portland and set up the Master’s 

Program while working weekends in the Intensive Care Unit at Im-

manuel. During the early 1970’s, transitions in nursing education 

challenged the clinical competency of the college-educated BSN 

nurse as opposed to the hospital-trained diploma nurse, and Joan 

Garner faced those challenges.

 In 1981, she joined the Oregon Board of Nursing as the As-

sistant Director of Nursing Practice and Discipline. Her interest in 

legislation and health policy grew during these years. She returned 

to her role as Nurse Clinical Specialist as the Supervisor of the 

Intensive Care Units at the Veterans Administration Hospitals in 

Portland and Seattle. As Health Care Systems changed from altru-

istic systems into profit oriented systems, Joan worked at Provi-

dence Hospital from 1988 until 1993. She experienced every day 

in her nursing practice the impact of changing legislation in nurs-

ing practice.

 In 1993, she joined the Washington State Nurses Association 

as the Nurse Practice Specialist, but in 1994, became the Director 

of Nurse Practice, Education and Government Relations. Collec-

tive bargaining was a highly controversial issue coupled with the 

nurses right to strike that Joan struggled with daily. Her commit-

ment to the right of nurses to control their practice has motivated 

her to work with the legislative processes to codify that right into 

law. The struggles continue even as Joan retires.

Joan Garner leaves us with a message, “It is the responsibility 

of every nurse to give something to the profession for its advance-

ment.” Joan, we salute you for all you have given.

Have you MOVED?  
Please send your address changes to: Department of Health, HPQA Customer Service Center, 
PO	Box	47865,	Olympia	WA		98507-7865	•	email:	hpqa.csc@doh.wa.gov

license address change request •	Please	change	the	address	to:

Name:                                                                                                                          

License Number:                                                                                                                 

Street:                                                                                                                            

City:                                                                                                                             

State:                                                               Zip:                                                       

Phone:                                                                                                                          

champion of nurses retires
Joan Garner, rn, MSn

by Judith personett, ed.d., rn, chair
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Every attorney secretly turns to the back of BarNews magazine each 

month to read the “Disciplinary Notices” section.  It makes for some 

juicy reading and reminds us that with our license comes a responsibility 

to faithfully obey the rules of professional conduct.  If that isn’t enough, 

it also reminds us that our license to practice law, issued by the state, 

can be revoked.

This article does not address the entire disciplinary process.  It focuses 

on two main themes: the standard of proof required in an administrative 

hearing and the sanction guidelines used when discipline is warranted.

The Washington Legislature passed the Uniform Disciplinary Act 

in 1984 to strengthen and consolidate regulation of the state’s licensed 

health care professionals.  It is codified in Chapter 18.130 of the Revised 

Code of Washington (RCW).  In 1994, the Legislature passed Chap-

ter 18.79 RCW – “Nursing Care.”  This established the Nursing Care 

Quality Assurance Commission.  It directed the commission to enforce 

the provisions of the Uniform Disciplinary Act.

The Nursing Commission serves as the disciplining body when li-

censed practical nurses, registered nurses and advanced registered nurse 

practitioners break laws that govern the nursing profession.

sTAnDArD oF ProoF

Courts and finders-of-fact in administrative matters must make find-

ings based on a “standard of proof.”  A standard of proof guides us on 

how strong the evidence must be for us to make a particular finding.  

There are three primary standards of proof:  

Preponderance of the Evidence:  Evidence shows that the elements 

of the case are more likely than not to be true.

Clear, Cogent and Convincing Evidence:  Evidence shows that the 

elements of the case are “highly probable.”

Evidence Beyond a Reasonable Doubt:  The evidence leaves little 

room for doubt about the elements of the case.  This standard has 

been equated to near moral certainty.

In 2001, the Washington Supreme Court determined there needed to 

be clear, cogent and convincing evidence of unprofessional conduct to 

revoke the license of a physician.1  Faced with different types of licenses, 

however, the courts reached varied conclusions.  For example, engineer 

discipline was subject to the clear, cogent and convincing standard, 

while real estate appraiser discipline was subject to the preponderance 

of the evidence standard.  The Department of Health and the various 

boards and commissions, including the Nursing Commission, had to 

decide what standard of proof to apply.  

Option 1:  Limit the clear, cogent and convincing standard to medi-

cal physician cases only. 

Option 2:  Limit the clear, cogent and convincing standard to all 

physician cases, including osteopathic and podiatric. 

Option 3:  Use the standard in all cases, but also evaluate by the 

preponderance standard.

They chose option 3.

In 2006, the Washington State Supreme Court gave further guidance.  

Ongom v. Dept. of Health2 is a case involving a registered nursing as-

sistant that worked at an Alzheimer’s care facility.  An employee said she 

saw Ms. Ongom throw a dish at a patient, slap the patient’s hands and 

kick the patient’s leg.  Ms. Ongom denied doing those things.  A third 

witness did not testify at hearing, but submitted a written statement sup-

porting Ms. Ongom’s story.

The department charged Ms. Ongom with abuse of a patient, and 

a Health Law Judge concluded that although the department met the 

preponderance standard on the abuse charge, its proof did not meet the 

clear, cogent, and convincing evidence standard.  

On appeal, the state Supreme Court opined that an individual’s inter-

est in a professional license is profound and that more than money is at 

stake.  The Ongom court concluded that discipline is not a civil matter.  

Discipline has some criminal attributes to it because it is for public pro-

tection and may have punitive results.  

As a result, the Ongom court concluded that procedural safeguards 

are not a substitute for the standard of proof.  The court said “[w]e 

must determine whether proof by a preponderance of the evidence in 

a professional license disciplinary proceeding satisfies due process…We 

conclude that due process requires clear and convincing proof.”

Thus, the matter was resolved.  Disciplinary matters under the Uni-

form Disciplinary Act must apply the clear, cogent and convincing evi-

dence standard.  Under this standard, the risk of public harm can be re-

duced by impressing key players with the importance of both individual 

rights and public protection.

sAncTion gUiDElinEs

There are two basic steps in the disciplinary process:  the disciplining 

authority must decide if the allegations have been proven by clear, co-

gent and convincing evidence and, if so, what level of discipline should 

be imposed.

by marc defreyn, supervising staff attorney, 
Washington state department of health

disciplinary mATTErs
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On May 11, 2007, the Nursing Commission formally adopted the 

Department of Health’s Sanction Guidelines.  The guidelines help the 

Nursing Commission ensure the disciplinary process is fair, equitable 

and consistent.  They provide a framework for discipline and consider 

a range of activity within certain types of conduct.  This makes out-

comes more predictable for both parties.

The Sanction Guidelines help impose consistent sanctions for simi-

lar conduct, both within each profession and among the different pro-

fessions.  Although the guidelines refer to a lim-

ited category of conduct, stated principles apply 

to any violation of the Uniform Disciplinary Act 

(see the grids below).

How THE gUiDElinEs work

The guidelines include a grid, or worksheet, 

for seven categories of conduct.  These catego-

ries account for about 80 percent of disciplinary 

actions across all health professions.  The seven 

categories are sexual contact, abuse, drug diver-

sion, felony convictions, practice below standard, misuse of drugs and 

alcohol and noncompliance with a previous disciplinary order.  Sanc-

tions are based on the severity of the conduct.  They consider aggravat-

ing or mitigating circumstances.  When making a decision, the Nursing 

Commission: 

• Starts with the guiding principles.

• Considers the type of conduct.

• Evaluates the severity of that conduct.

• Identifies other factors, including prior disciplinary history and pos-

sible aggravating or mitigating circumstances.

For example, in a case where a nurse diverts 

drugs – and the allegation is either proven at a hear-

ing or resolved through a settlement – the Nursing 

Commission must apply a sanction for the viola-

tion.  The Nursing Commission would turn to the 

Sanction Guidelines to determine what sanction is 

appropriate.  In this case, the guidelines look as fol-

lows in chart on the next page.

The Nursing Commission, acting as the disci-

plining authority, first seeks to establish the severity 

of the alleged drug diversion.  It then considers the level of conduct.  

The Nursing Commission considers the presence of aggravating or 

the washington 
Legislature passed the 

Uniform disciplinary act 
in 1984 to strengthen and 

consolidate regulation 
of the state’s licensed 

health care professionals.
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mitigating circumstances.  It finds an appropriate sanction range and 

duration for the conduct.

Rest assured that the Nursing Commission takes seriously its task 

of balancing protection of the public with the rights of the nurse.  

While Nursing Commission members have many responsibilities, I am 

always impressed by how genuinely committed each and every com-

mission member is to the fairness and consistency of the disciplinary 

process.

The goal is not discipline for the sake of discipline or exoneration 

for the sake of the profession.  When a standard of care, conduct or 

practice is violated, the Nursing Commission will ensure a fair disci-

plinary process is followed.  When a violation is committed, it wants 

the punishment to fit the crime.
1  Nguyen v. Department of Health, 144 Wn.2d 516,534,Cert. denied, 

533 U.S.904(2002) 
2  Ongom v. Department of Health, 159 Wn.2d 132(2006) 

Governor Christine Gregoire recently appointed two new commission 

members.  Thank you to outgoing members, Lorrie Hodges, LPN, and 

Todd Herzog, ARNP, for their years of service and dedication to the public 

and Nursing Commission.  Welcome to the two new members.

darrell Owens, ph.d., arnp

Dr. Owens was appointed to the Commission 

in January 2008.  He is the current director and 

founder of the Palliative Care Service at Harbor-

view Medical Center in Seattle.  Darrell started his 

nursing career in 1981 when he completed Hospital 

Corps training in the U.S. Navy at age 17.  He ob-

tained a Bachelor of Science in Nursing from Emory University in Atlanta, 

a Master of Science in Health Services Administration and a Master of 

Science in Nursing.  He also completed a post-master’s certification as an 

adult and geriatric nurse practitioner, a Doctor of Philosophy in Health 

Administration, and is a post-doctoral graduate of the Harvard Medical 

School Center for Palliative Care Faculty Scholar Program. 

He is a board certified adult health and palliative care nurse practitio-

ner and former Hospice and Palliative Nurses Association board member.  

He is currently the Associate Editor for the Journal of Hospice and Pallia-

tive Nursing.  After spending two years working in emergency and critical 

care nursing, he has spent the past 16 years working to improve the qual-

ity of care received at the end of life.  Darrell hopes to continue to improve 

care at the end of life through his work on the Commission. 

laura yockey, l.p.n.

Mrs. Yockey graduated from Clover Park Techni-

cal College in July of 1993.  After gaining ten years 

experience in different areas of the nursing field, Mrs. 

Yockey has found her love of pediatric nursing. 

She was appointed to the NCQAC in January 2008.  

She looks forward to contributing to the rewarding 

work that is done by the commission.

new commission members appointed

Severity Tier/Conduct Sanction Range Duration

Minimum
Not subject to stay

Maximum

Least A – Diversion for self without 

patient harm

Reprimand or conditions Probation, conditions or suspen-

sion for 5 years

0 - 5 years

B – Diversion creating harm or 

risk of harm or for distribution

Probation or suspension for 2 

years

Suspension for 7 years or revoca-

tion

2 - 7 years unless 

revocation

Greatest

C – Diversion with patient harm 

or for substantial distribution to  

others

Suspension for 5 years Indefinite suspension or perma-

nent revocation

Minimum 5 years

Aggravating Circumstances: Mitigating Circumstances

- Diversion for profit

- Patient harm or risk of harm

- Prior history of discipline for substance abuse or diversion

- Other concurrent findings of unprofessional conduct

- Work setting

- Extensive diversion for distribution to others, including intent to sell

- Concurrent substance abuse

- No patient harm or risk of harm

- Under influence of legitimate prescription

- Legitimate medical condition

- Self-remediation effort or corrective action

- In treatment and compliant
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The Nursing Commission acts on a wide 

variety of complaints.  This article describes 

actual disciplinary cases to illustrate the kinds 

of issues the commission considers, the actions 

it takes and the range of sanctions it applies.

How to avoid disciplinary sanctions: 

•	 Read	and	know	the	rules	and	statutes	regu-

lating the practice of nursing.

•	 Read	 the	 rules	 on	 sexual	 misconduct,	

boundary issues and guidelines on medica-

tion administration.

•	 Self-refer	 into	 a	 monitoring	 program	 for	

alcohol and substance abuse issues, if you 

have a problem.

•	 Know	the	procedures	for	proper	documen-

tation.

•	 Follow	the	rule	on	mandatory	reporting.

The following ten summaries represent a 

sample of cases decided in 2007.  The cases 

are public record.  However, for the purpose of 

education, names were removed.

cAsE 1:  Nurse A failed to complete the 

24-hour medication administration record 

check for several patients.  She also failed to 

assess patients’ conditions and made several 

medication administration and documentation 

errors.  The Nursing Commission placed Nurse 

A’s RN license on probation for 12 months.  

She was required to:

•	 Pay	a	$500	cost	reimbursement.

•	 Make	sure	her	employer	received	a	copy	of	

the document placing her license on proba-

tion.

•	 Have	her	employer	submit	quarterly	perfor-

mance reports to the commission.

•	 Abide	by	 employment	 restrictions,	 such	as	

not working nights, not working as the only 

RN, and not functioning as a supervisor, 

head nurse or charge nurse.

•	 Complete	40	hours	of	coursework	in	medi-

cation administration and documentation 

and 20 hours of supervised clinical practice 

in medication administration. 

cAsE 2:  Nurse B was assigned to care for 

an elderly patient.  Nine days after the patient’s 

ARNP discontinued the patient’s nitroglycerin, 

the nurse administered two doses of nitroglyc-

erin at five-minute intervals.  The patient’s 

blood pressure dropped from 90/50 to 54/30.  

Paramedics transported the patient to the hos-

pital, where she was stabilized.  A Statement of 

Charges was issued, and the nurse waived her 

right to a hearing.  An Order was issued indefi-

nitely suspending her RN license. 

cAsE 3:  Nurse C practiced beyond the scope 

of practice as an ARNP.  She prescribed or ap-

proved refills of prescriptions for Schedule II-V 

substances prior to becoming authorized to do 

so.  She was issued a Stipulation to Informal 

Disposition, which required her to:

•	 Undergo	monthly	 prescriptive	 practice	 au-

dits by an approved practitioner.

•	 Pay	a	cost	reimbursement	of	$1,000.		

cAsE 4:  While employed as an LPN, Nurse 

D communicated with a patient in a verbally 

abusive and insensitive manner.  The Nurs-

ing Commission and Nurse D entered into an 

Agreed Order, which required Nurse D to:

•	 Obtain	commission-approval	for	all	health	

care employment.

•	 Have	her	employer	submit	quarterly	reports	

to the Commission.

•	 Pay	a	fine	of	$250.

•	 Complete	a	total	of	36	hours	of	coursework	

in legal issues, communication, and stress 

management.  

cAsE 5:  Nurse E diverted Toradol for her 

own personal use.  She requested and allowed 

a coworker to administer the drug to her with-

out a physician’s order.  On another occasion, 

Nurse E again diverted Toradol for her own 

personal use.  She requested and allowed a 

nursing student that she supervised to adminis-

ter the drug to her without a physician’s order.  

Nurse E was issued a Stipulation to Informal 

Disposition which placed her license on proba-

tion.  The Stipulation required her to:

•	 Seek	a	substance	abuse	evaluation	through	

the Washington Health Professional Servic-

es.

•	 If	 recommended	 by	 the	 above,	 enter	 and	

comply with the program.  

•	 Write	a	research	report.

•	 Pay	a	$1,000	cost	reimbursement.

•	 Complete	 eight	 hours	 of	 coursework	 in	

medication administration and eight hours 

in nursing ethics.  

cAsE 6:  Nurse F was employed at an assist-

ed living facility.  After the facility discovered 

that food stamps and electronic benefit transfer 

(EBT) cards were missing from a locked cabi-

net, Nurse F was videotaped making grocery 

store purchases using food stamps and EBT 

cards.  Nurse F admitted using these items be-

longing to residents.  She was found guilty of 

theft in the third degree, a gross misdemeanor.  

The Nursing Commission issued a Statement 

of Charges to Nurse F’s last known address.  

When she failed to respond to the Statement of 

Charges, a default order followed, suspending 

her LPN license.  After 60 months, she may ask 

for reinstatement of her license if she pays a 

fine of $1,500.  

cAsE 7:  Nurse G submitted a pre-employ-

ment drug screen which was positive for can-

nabinoids.  A Department of Health Nursing 

Commission investigator sent Nurse G a letter 

requesting a written explanation.  The nurse 

failed to respond to the investigator.  The Nurs-

ing Commission issued a Statement of Charges 

to Nurse G’s last known address for the pos-

sible misuse of a controlled substance and for 

failing to cooperate with the disciplining au-

in 2007, the nursing commission received 1,228 reports or complaints.  of those, 631 went to inves-
tigations for more information.  Some were closed after investigation, and others resulted in disciplinary 
action.  reports may be closed before investigation for several reasons:
•	 The	commission	does	not	have	jurisdiction	over	the	issue.
•	 The	reported	conduct	is	considered	“below	threshold,”	which	means	there	is	little	or	no	risk	to	the	

public.
•	 The	issue	is	not	a	violation	of	law	or	rule.
•	 There	is	insufficient	information	to	convince	the	panel	to	open	an	investigation.

disciplinary LearninG LeSSonS
by terry J. West, adena nolet, and mary dale, department of health
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thority.  After failing to respond to the Statement 

of Charges, a default order was issued, indefi-

nitely suspending her RN license.  

cAsE 8:  Nurse H was issued an LPN license 

in October 1993.  Nurse H’s license expired in 

July 2006.  When he applied for re-licensure in 

2007, Nurse H indicated that, in the past ten 

years, he had not been found guilty in a criminal, 

civil, administrative agency, professional associ-

ation or certifying agency proceeding.  In 1987, 

Nurse H was convicted of three counts of inde-

cent liberties.  The Nursing Commission issued 

a Statement of Charges to Nurse H’s last known 

address.  Because Nurse H failed to respond to 

the Statement of Charges, a default order was is-

sued which revoked Nurse H’s license.  After ten 

years, Nurse H may ask for reinstatement if he 

undergoes a psychosexual evaluation.  

cAsE 9:  While employed as the Director of 

Nursing (DON), Nurse I failed to meet the stan-

dard of DON nursing practice.  He failed to pro-

vide a sufficient evaluation of an RN employee’s 

current clinical competency.  The director did 

not evaluate the RN’s ability to practice nursing 

with reasonable skill and safety after returning 

to acute care following years in administration.  

Nurse I also failed to adequately supervise the 

RN employee and to recognize a pattern of nurs-

ing errors and deficiencies.  Lastly, Nurse I failed 

to develop and implement a comprehensive and 

continuing plan to provide adequate supervi-

sion, remedial education and training for the RN 

employee.  An Agreed Order was signed, placing 

his license on probation for 18 months.  Nurse 

I was required to ensure his employer received 

a copy of his order, pay a $1,000 fine, complete 

six hours of coursework in nursing communica-

tion, write a research report, and comply with 

employment terms such as not functioning as 

a supervisor and working under direct supervi-

sion.

cAsE 10:  Nurse J failed to supervise staff 

adequately to ensure that the safety precautions 

in a patient’s care plan were in effect that day.  

Consequently, the patient fell from his wheel-

chair twice and then fell from his bed, sustain-

ing injuries.  The Nursing Commission issued a 

Stipulation to Informal Disposition to Nurse J, 

requiring her to complete coursework in nurs-

ing leadership skills and complete 120 hours of 

supervised clinical practice.



terry J. West, deputy executive director, department of health

O n February 19, 2008, the Department of Health implement-

ed a new licensing computer system making available better 

reporting, tracking and more options.  Here are some things 

to note about the current system:

•	 The	Provider	Credential	Search	allows	you	to	search	for	any	person,	

facility or hospital regulated by the Department of Health.  Please 

take a minute to check your license on the Provider Credential Search 

to ensure we have the correct data.  The Web address is https://for-

tress.wa.gov/doh/providercredentialsearch/. 

If anything needs to be corrected, please contact us at (360) 236-4700 

or hpqa.csc@doh.wa.gov.

•	 ARNPs	may	have	new	numbers.		The	new	system	allows	a	separate	

license for each specialty.  The old system could only produce one 

license, but kept track of the different specialties.  Now ARNPs will 

have a separate license for each specialty, and the specialty will be 

clearly indicated on the license.  

•	 Early	next	year,	the	system	will	begin	allowing	on-line	applications	

and on-line renewals.  The department has already installed credit 

card access at the front counter.  The credit card option on-line will 

be installed next year with the on-line applications and renewals.

•	 Renewals,	once	processed,	are	reflected	on	 the	Provider	Credential	

Search within minutes.  You no longer need to wait 24 hours to check 

on someone’s status.  If you are an employer, be sure you have pro-

spective employees download the most current application form on 

the Web site.  Throw away any outdated application forms.  Forms 

with dates prior to May 2008 will not be allowed and will delay 

someone’s licensure if used.  Application forms can be downloaded at 

https://fortress.wa.gov/doh/hpqa1/hps6/Nursing/forms.htm for nurs-

ing applicants or https://fortress.wa.gov/doh/hpqa1/hpqa_forms_

links.htm for all other health care licenses.

new computer system 
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